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by Elsevier B.V. This is an open accesAbstract Background and objectives: To assess the compliance rate and overall quality of
discharge summaries according to JCIA standards among King Faisal Specialist Hospital and
Research Centre (KFSH&RC) patients over a three-year period.
Patients and methods: A multidisciplinary team consisting of the: 1) Quality Director in the
Department of Pediatrics as the Chair; 2) Chair of the Department of Pediatrics. 3) Chief
Resident of the Pediatric Residency Training Program. 4) Representatives from the Medical
Records. 5) Quality Management Team. 6) Health Information Technology Department and
7) Medical and Clinical Affairs. The idea for this project was initially discussed at the Pedi-
atrics Departmental staff meeting in October 2012 and subsequently presented at the Med-
ical Quality Management Committee and Medical Advisory Committee meetings in November
2012. With the agreement of all team members and approval of the process (Appendix I), the
Discharge Process was officially launched in December 2012.
Results: From the first quarter of 2011 (1131 delinquent medical records) to the first quarter
of 2014 (68 delinquent medical records), a significant drop in the number of delinquent re-
cords was documented. In addition, compliance with JCIA standards for documentation was
measured by an audit of 20 randomly selected patient charts by the hospital quality manage-
ment department. This audit demonstrated improvement from a compliance rate of 70%of Pediatrics, King Faisal Specialist Hospital and Research Centre, MBC 58, P.O. Box 3354, Riyadh
7272x39297; fax: þ966 114427784.
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Discharge summaries improvement project 79e79% between the first quarters of 2013 and 2014, respectively, and up to 86% in the second
quarter of 2014. Consequently, the Department of Pediatrics ranked first among all hospital
departments in the quality of their discharge summaries.
Conclusions: Implementing a systematic framework to reinforce completion of patients’
discharge summaries leads to a better quality of documentation and minimizes unnecessary
delay. Comprehensive and precise clinical documentation improves the quality of patient
care and provides clear health information that is critical for ideal management of the
health care system.
Copyright ª 2015, King Faisal Specialist Hospital & Research Centre (General Organization),
Saudi Arabia. Production and hosting by Elsevier B.V. This is an open access article under the
CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/3.0/).1. Introduction
Timely transfer of accurate and relevant diagnostic find-
ings, treatment plans, complications, consultations, tests
pending at discharge and arrangements for post-discharge
follow-up may improve the continuity of this handoff [1,2].
By contrast, delayed communication or inaccuracies in in-
formation transfer between health care professionals,
particularly during the early post-discharge period, may
have substantial implications for continuity of care, patient
safety, patient and clinician satisfaction, and resources
used [3e5].
The discharge summary is the most common method
for documenting a patient’s diagnostic findings, hospital
management and arrangements for follow-up after
discharge. The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) requires that discharge
summaries be completed within 30 days of the hospital
discharge and that they include the following elements:
“the reason for hospitalization; significant findings; pro-
cedures performed and care, treatment, services pro-
vided; the patient’s condition at discharge; and
information provided to the patient and family, as
appropriate.” [6]. Despite the availability of these per-
formance standards, the extent to which physicians suc-
cessfully transfer timely and accurate patient
information at hospital discharge is uncertain [7]. Unless
the timeliness and accuracy of hospital discharge
communication are improved, patients who have complex
medical problems and require early post-discharge
follow-up will often be treated by their primary
care physician before the physician receives information
about the hospitalization, pending test results, and spe-
cific follow-up needs [8e10]. Moreover, insufficient
quality in the transfer of information on a patient’s
medications has recently been highlighted as one of the
most important problems in health care [11], and many
programs have been developed for to improve the
process [12]. According to the Institute for Healthcare
Improvement, poor communication of medical informa-
tion at transition points is responsible for as many as 50%
of all medication errors and 20% of adverse drug events in
the hospital [13,14]. From a health system planningperspective, high-quality information is integral to
research, performance measurement, planning and
resource allocation. Complete and accurate clinical
documentation enhances the quality of patient care and
facilitates the reporting of the pertinent health infor-
mation that is critical for optimal management of the
health care system, and physicians are the key building
blocks to creating and maintaining health data of the
highest quality [15].
Located in Riyadh, the capital city of Saudi Arabia, King
Faisal Specialist Hospital and Research Centre (KFSH&RC) is
a modern, state-of-the-art Joint Commission International
Accredited (JCIA) academic medical facility with 894 beds.
KFSH&RC is the national referral center for Oncology, Organ
Transplantation, Cardiovascular Diseases, Neurosciences
and Genetic Diseases. A full range of primary, secondary
and tertiary health care services are provided. The hospi-
tal’s postgraduate education programs support both resi-
dency and fellowship training.
The Department of Pediatrics in KFSH&RC is a dynamic,
multispecialty group of highly skilled faculty members who
work at the forefront of medical discovery and education to
deliver excellent and comprehensive patient care. It is
comprised of 10 sections and is considered one of the
busiest services in KFSH&RC-Riyadh with annual inpatient
admissions of approximately 3000 cases and a similar
number of outpatient visits per year. From primary pre-
vention to advanced tertiary care, the Department of Pe-
diatrics provides an up-to-date and state-of-the-art child
health care.
Discharge summaries were one of the persistent
concerns among the staff in the Department of Pediatrics
at KFSH&RC due to the increasing number and poor quality
of delinquent medical records. These issues were dis-
cussed several times at the departmental staff and hos-
pital collaborative meetings. A plan emerged to include
this process as a departmental improvement project.
Thus, the Department of Pediatrics set two goals in this
regard: First, to provide patients discharge summaries
within the time limit assigned by the hospital policy
following JCIA standards. Second, to improve the quality
of the discharge summaries according to the JCIA
standards.
Table 1 Number of delinquent medical records at the end
of each year.
Indicators 2011 2012 2013 2014 (Q2)
Delinquent Medical records 1131 1321 481 68
80 E. Almidani et al.2. Objectives
To assess the compliance rate and overall quality of
discharge summaries among KFSH&RC patients according to
JCIA standards over three years.
3. Patients and methods
- If the patient was admitted for fewer than 5 days,
the discharge summary must be dictated at the time of
discharge from the hospital by the Junior Resident
and then forwarded to the Senior Resident on the team
for review and modifications. Subsequently,
the reviewed discharge summary must be forwarded to
the consultant on service for final approval and
signature
- If a patient was admitted for more than 5 days, a
discharge summary must be started on the 5th day of the
hospital stay by the Junior Resident.
- It is the responsibility of the covering Resident to update
and modify these summaries under the supervision of
the responsible Senior Resident/Fellow or AssistantTable 2 Adherence to JCIA criteria from 1st Quarter 2013.
Discharge report





Discharge medication reconciliation completed and signed
Discharge summaries 9 for patients admitted more than 48 h an
Reason for admission documented
Significant diagnosis documented
Significant physical and other findings documented
Diagnostic and therapeutic procedures performed documented
Significant medication and treatments during this admission
documented
Discharge medication documented
Follow up instructions documented
Patient’s condition at the time of discharge documented
Dictated discharge summary is available in ICIS (within 1 week)
Dictated discharge summary is signed by the attending
physician (within 1 week)
Number of charts reviewed for death summary
Death summary
Death summary present within 48 h
Total average
Compliance rate: 75% Z Severe deficiency;  90% Z compliant; 76(depending on who is available following the chain of
command) on a regular basis.
- The summaries must be forwarded from the resident
on service to his/her responsible senior resident/
fellow or assistant (depending on the applicable chain
of command) during the last 3 days of his/her clinical
service.
- The senior resident/fellow or assistant must review the
discharge summaries and forward them to the incoming
responsible senior resident, fellow or assistant in charge
(depending on the applicable chain of command).
- The new senior resident/fellow or assistant is respon-
sible for distributing the patients among his/her team in
addition to forwarding the discharge summaries for each
patient to the responsible resident.
- If the senior resident, fellow or assistant continues on
the same service, he/she forwards the discharge sum-
maries directly to the new resident.
- If the patient is discharged at any time, a fully updated
and reviewed discharge summary is forwarded to the
responsible senior resident/fellow, or assistant
(depending on the applicable chain of command) who
reviews it and forwards it to the consultant on the day of
discharge for final signature (Appendix I).
- A standardized format that follows the JCIA standard
[16] must be followed when dictating the discharge
summaries. This process has been supported by the
distribution of a pocket-sized, laminated card that de-
tails the discharge summary guidelines, including the
recommended format and the dictation instructions, to
all physicians.Q1 2013 Q2 2013 Q3 2013 Q4 2013 Q1 2014 Q2 2014
20 20 20 20 20 20
100% 75% 100% 95% 95% 100%
0% 5% 5% 0% 0% 0%
d all surgery patients)
90% 95% 65% 90% 95% 100%
90% 100% 65% 90% 95% 100%
85% 85% 65% 90% 95% 100%
93% 100% 88% 91% 100% 100%
100% 100% 100% na na na
75% 74% 50% 85% 88% 95%
70% 80% 50% 85% 95% 100%
65% 80% 40% 80% 95% 100%
85% 95% 65% 85% 90% 100%
30% 35% 5% 15% 20% 70%
5 5 5 5 5 5
40% 20% 40% 60% 40% 20%
70% 74% 52% 72% 79% 86%
%e89% Z areas for improvement.
Table 3 Adherence to JCIA criteria from 1st Quarter 2011 until 4th Quarter 2012.
Discharge report Q1 2011 Q2 2011 Q2 2011 Q2 2011 Q2 2011 Q2 2011 Q2 2011 Q2 2011
Number of charts reviewed for discharge 25 25 22 20 19 19 20 20
Criteria
Discharge orders and forms (ICIS)
Filled in ICIS 24 h prior to discharge day no later
than 12:00 noon
40% 52% 17% 6% 22% 11% na na
Discharge notes (include)
Discharge diagnoses documented 56% 56% 77% 75% 95% 100% 95% 80%
Procedure/surgeries performed documented 29% 0% 0% 0% 0% 10% 0% na
Discharge medications documented 12% 12% 11% 17% 0% 21% 6% 16%
Follow up arrangements documented 8% 4% 5% 0% 0% 16% 0% 0%
Filled in ICIS 24 h prior to discharge day 16% 60% 82% 65% 95% 100% 95% 80%
Discharge medication reconciliation
Discharge medication reconciliation completed
and signed
0% 4% 6% 0% 0% 0% 0% 0%
Discharge summaries (for patients admitted more than 48 h and all surgery patients)
Reason for admission documented 71% 72% 82% 50% 90% 95% 75% 90%
Significant diagnosis documented 68% 72% 82% 50% 90% 95% 75% 90%
Significant physical and other findings
documented
68% 72% 59% 45% 90% 84% 70% 90%
Diagnostic and therapeutic procedures
performed documented
68% 72% 79% 60% 100% 94% 100% 100%
Significant medications and treatments during
this admission documented
68% 72% 100% 100% 100% na na na
Discharge medication documented 44% 50% 72% 38% 78% 63% 50% 90%
Follow up instructions documented 46% 72% 85% 47% 72% 95% 55% 75%
Patient’s condition at the time of discharge
documented
68% 60% 41% 20% 26% 63% 40% 80%
Dictated discharge summary is signed by the
attending physician
4% 59% 46% 15% 47% 42% 30% 20%
Dictated discharge summary is available in ICIS 52% 64% 82% 40% 79% 84% 60% 75%
Number of charts reviewed for death
summary
na na 3 5 6 6 5 5
Death summary
Death summary Signed within 48 h by the
attending physician
na na 0% 20% 0% 0% 0% 20%
Death summary will include
Reason for admission na na 100% 80% 50% 100% 100% 100%
The findings na na 100% 80% 50% 100% 100% 100%
The course in the hospital na na 100% 80% 50% 100% 100% 100%
The events leading to death na na 100% 80% 50% 100% 100% 100%
Diagnosis and cause of death na na 100% 60% 50% 100% 100% 100%
Total average 42% 52% 56% 37% 56% 64% 56% 65%
Discharge summaries improvement project 81- The resident who takes over the patient’s care must
ensure that he/she receives from his/her colleague the
dictated, updated, and reviewed discharge summaries in
the ICIS that follow the recommended dictation format
for each patient whom he treats.Figure 1 Delinquent medical records at the end of first
quarter of each year.4. Adherence to the program is mentioned by
- A weekly round with the senior resident/fellow, or as-
sistant (depending on the applicable chain of command)
to discuss and follow up on the junior resident’s
Figure 2 Medical and clinical affairs discharge documentation compliance rate report 1st quarter (January, February, March)
2013.
Figure 3 Medical and clinical affairs discharge documentation compliance rate report 2nd quarter (April, May, June) 2014.
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Discharge summaries improvement project 83adherence to all of the steps mentioned in the algo-
rithm, in addition to the quality of the summaries that
have been completed, is held on one specific day of the
week according to the schedule set for other rounds (to
be decided by the senior person in the team).
- A daily report (Appendix II) is provided by the medical
records department for all patients who have been
discharged during the preceding 24 h, and this includes
the name of the patient, the presence or absence of
the discharge summary, the name of the resident who
dictated the summary and whether this summary fol-
lowed the template (Appendix III). This report is shared
with all concerned consultants and residents on a daily
basis and reviewed at the beginning of every depart-
mental morning report session.5. Results
Between the first quarter of 2011 and the first quarter
of 2014, a significant drop in the number of delinquent
records was documented. From 1131 delinquent
records at the end of the first quarter of 2011, the number
fell to 68 at the end of the second quarter of 2014. The
numbers of delinquent records per year are shown in
Table 1.
This finding indicates that most of the patients
received their discharge summaries within the time limit
assigned by the JCIA standard. In addition, compliance to
JCIA documentation standards, as measured by the hos-
pital quality management department’s audit of 20
randomly selected charts, showed improvement from a
compliance rate of 70%e79% between the 1st quarters of
2013 and 2014, respectively, up to 86% in the second
quarter of 2014. This places the Department of Pediatrics
first among all hospital departments in the quality of their
discharge summaries.
The auditing criteria were selected in accordance
with the requirements outlined by Joint Commission
International Accreditation (JCIA) in the Standards
for Hospitals 5th Edition, reference: Access to Care
and Continuity of Care (ACC) Chapter, Standard
ACC.4.3 [16] and hospital policies. This was modified in
the first quarter of 2013 as shown in Tables 2 and 3 and
Figs. 1e3.
6. Discussion
Concerns about providing timely and accurate discharge
summaries had been raised across our organization sys-
tem because these summaries are the most common
method for documenting a patient’s diagnostic findings,
hospital management and arrangements for post-
discharge follow-up. By implementing the guidelines
described in this project, lower numbers of delinquent
charts and good quality standardized discharge sum-
maries that represent KFSH&RC have been documented.These guidelines built a smoother work flow between the
physicians in the department of pediatrics given that the
summary was available in a patient’s electronic record
during the first day of hospitalization. It was used as an
endorsement tool for the patient condition when chang-
ing service or transferring patient care and was an
essential reference for the consulting team to understand
the patient’s condition at any time during the patient’s
hospital stay. Furthermore, the departmental staff
became even more convinced about the need to improve
physician documentation and spread the word about this
important issue throughout the organization. Some limi-
tations to our study include the small number of charts
audited quarterly by the quality department in compari-
son to the total number of the departmental discharge
summaries and the high monthly turnover rate among
residents at the hospital given its role as a training cen-
ter. Finally, to our knowledge, this is the first study to
specifically define and document the JCIA standards for
performing discharge summaries across the Kingdom of
Saudi Arabia.
7. Conclusions
Implementing a systematic framework to reinforce
the completion of patients’ discharge summaries leads to
a better quality of documentation and minimizes
unnecessary delay. This project worked as an enhance-
ment tool to push health care worker to adhere to the
hospital standards of practice, which counted as a per-
formance improvement element. Comprehensive and
precise clinical documentation improves the quality of
patient care and provides accurate health information
that is critical for ideal management of the health care
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Appendix I. Algorithm (for discharge summery process).
84 E. Almidani et al.*Steps must be reviewed in the weekly discharge rounds.
If not applicable, fellow/assistant can replace the senior
resident.
Appendix II. The daily report from medical records.
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Appendix III. Discharge summary templates.
86 E. Almidani et al.
Discharge summaries improvement project 87
88 E. Almidani et al.References
[1] Alpers A. Key legal principles for hospitalists. Am J Med 2001;
111:5Se9S.
[2] Goldman L, Pantilat SZ, Whitcomb WF. Passing the clinical
baton: 6 principles to guide the hospitalist. Am J Med 2001;
111:36Se9S.
[3] Coleman EA, Berenson RA. Lost in transition: challenges and
opportunities for improving the quality of transitional care.
Ann Intern Med 2004;141:533e6.
[4] Coleman EA, Min SJ, Chomiak A, Kramer AM. Post hospital care
transitions: patterns, complications, and risk identification.
Health Serv Res 2004;39:14491465.
[5] van Walraven C, Mamdani M, Fang J, Austin P. Continuity of
care and patient outcomes after hospital discharge. J Gen
Intern Med 2004;19:624e31.
[6] Standard IM.6.10: hospital accreditation standards. Oakbrook
Terrace, Ill: Joint commission on Accreditation of Healthcare
Organizations; 2006. p. 338e40.
[7] Kripalani S, LeFevre F, Phillips CO, Williams MV, Basaviah P,
Baker DW. Deficits in communication and information transfer
between hospital-based and primary care physicians: impli-
cations for patient safety and continuity of care. J Am Med
Assoc 2007 Feb 28;297(8):831e41.
[8] Roy CL, Poon EG, Karson AS, Ladak-Merchant Z, Johnson RE,
Maviglia SM, et al. Patient safety concerns arising from test
results that return after hospital discharge. Ann Intern Med
2005;143:121e8.[9] van Walraven C, Seth R, Austin PC, Laupacis A. Effect of
discharge summary availability during post discharge visits on
hospital readmission. J Gen Intern Med 2002;17:186e92.
[10] van Walraven C, Seth R, Laupacis A. Dissemination of
discharge summaries: not reaching follow-up physicians. Can
Fam Physician 2002;48:737e42.
[11] Bergkvist A, Midlo¨v P, Ho¨glund P, Larsson L, Bondesson A,
Eriksson T. Improved quality in the hospital discharge sum-
mary reduces medication errorseLIMM: Landskrona integrated
medicines management. Eur J Clin Pharmacol 2009;65(10):
1037e46.
[12] Council of Europe. Creation of a better medication safety cul-
ture in Europe: building up a safer medication practice. Expert
Group Safe Medicat Pract 2006. http://wwwcoeint/t/e/social.
[13] Institute for Healthcare Improvement. Medication reconcilia-
tion review. IHI; 2008. http://www.ihi.org/IHI/Topics/
PatientSafety/MedicationSystems.
[14] Wilson S, Ruscoe W, Chapman M, Miller R. General
practitioner-hospital communications: a review of discharge
summaries. J Qual Clin Pract 2001;21(4):104e8.
[15] Kern RZ. A guide to better physician documentation. Toronto:
Ontario Health Information Management Association; 2006.
[16] International JC. Joint Commission International Accreditation
Standards for hospitals. 5th ed. Joint Commission Interna-
tional; 2013.. In: http://www.jointcommissioninternational.
org/jci-accreditation-hospital-survey-process-guide-5th-
edition/.
